reduction (SPAIR) mammaplasty. This technique utilizes an inferior pedicle, circumvertical skin resection pattern, and purse-string peri-areolar closure to achieve a stable and aesthetic breast shape. Late breast distortion from seroma formation is rare complication than may occur after an initially satisfactory result. Contraction of the seroma cavity may cause the surrounding breast tissues to deform. The purpose of this case series is to describe the treatment of this unique complication after SPAIR mammaplasty.
METHODS:
The senior author's database was retrospectively reviewed to identify all cases with late breast shape distortion after SPAIR mammoplasty. Patients treated operatively and non-operatively were statistically compared. Furthermore, a literature search was conducted to identify any further studies reporting this similar complication.
RESULTS:
Over an 18 year period, 747 SPAIR mammaplasty procedures were performed. Late breast distortion from seroma contracture was identified in 16 patients (2.1%). In seven of these patients (12 breasts), the distortion resolved with non-operative management. In nine patients (17 breasts), persistent shape distortion prompted operative exploration and excision of the seroma cavity. In the operative group, eight patients experienced complete resolution of symptoms, while one patient experienced a mild recurrence and declined further treatment.
CONCLUSION:
Late breast distortion due to a contracted seroma cavity after SPAIR mammoplasty is a previously unrecognized complication. Persistent shape alterations may require excision of the seroma cavity. Proper management of this complication allows restoration of an aesthetic breast shape. 
THE PEDICLED SUPERIOR GLUTEAL ARTERY PERFORATOR FLAP FOR COVERAGE OF SACRAL PRESSURE ULCERS -CLINICAL REVIEW AND TECHNICAL CONSIDERATIONS

PURPOSE:
Perforator-based fasciocutaneous flap reconstruction has become increasingly utilized for coverage of locoregional defects. We present our experience with the pedicled superior gluteal artery perforator flap (SGAP flap) for sacral ulcer reconstruction. We also review technical and anatomic concepts for its design and use.
METHODS:
A retrospective review of patients who underwent flap coverage of sacral pressure ulcers at a single institution over a 6-year period. Patient demographic data, operative characteristics and flap outcomes were collected. Relevant comparisons between the SGAP flap and alternate gluteal-based flap reconstructions were made.
RESULTS:
Of 83 gluteal-based flaps performed during the study period, 12 were SGAP flaps. Rates of perioperative complications in the series of SGAP flaps, including minor suture line dehiscence (41.6 percent), hematoma (<1 percent), infection (zero), and same-site site recurrence (16.6 percent), were consistent with, or lower than those of all alternate gluteal flap types (41.7 percent, 9.7 percent, 12.5 percent, and 23.6 percent respectively). All 12 SGAP flaps in our series were ultimately successful in providing sacral ulcer coverage and healing.
CONCLUSION:
The pedicled SGAP flap is a safe, reliable option for reconstruction of sacral pressure ulcer defects. It embodies the key principles of pressure ulcer reconstruction in that it is simply designed, reliable, reusable, and minimizes donor site morbidity. The SGAP flap should be included in the current surgeon's armamentarium of flaps for sacral ulcer reconstruction. 
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NEGATIVE PRESSURE DRESSINGS OVER FREE MUSCLE FLAPS: A 6-YEAR EXPERIENCE
